INTRODUCTION
Periodontal diseases, dental caries, malocclusion, and oral cancer are the major dental problems effecting people worldwide as well as in Indian community. Periodontal diseases include a group of chronic inflammatory diseases that affect the periodontal supporting tissues of teeth and encompass destructive and nondestructive diseases. Chronic periodontitis is the most common form of destructive periodontal disease. Aggressive periodontitis encompasses rapidly progressive form of periodontitis. Two other groups of destructive periodontal disease exist, including periodontitis as a manifestation of systemic diseases and necrotizing periodontal diseases. Gingivitis is inflammation of the soft tissue without apical migration of the junctional epithelium. It is a reversible nondestructive disease that does not involve loss of periodontal tissue.
Prevalence is defined as the number of cases of a disease in existence at a certain time within a community. It is usually calculated for one point or cross section in time. Incidence measures the rate of appearance of new cases in a population. Risk is defined as the probability of occurrence of the disease in the population during a given time interval in the future. These are the basic parameters used in epidemiology to estimate the disease load and determine the probable risk factors for that particular disease at community level. Prevalence studies commonly are cross sectional surveys whereas incidence will be estimated by longitudinal studies comes under observational epidemiology. The amount of disease present in a community is the key factor in health planning at large scale (1) .
POPULATION COMPOSITION IN INDIA
The total population of India (approximately 1022 million) spreads over more than 6.4 lakhs villages, 5661 towns and cities, 5564 tehsils/talukas, 7 union territories and 28 states. India is predominantly rural as over 72% of people continue to live in rural areas. The proportion of urban population to the total has been increasing steadily at a faster pace (2) .
According to 1991 census 23 cities had a population of more than 10 lakhs each, they are called the metropolitan or million plus cities and these account for 65% of CURRENT CONCEPT
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the total urban population. The sex ratio in India is unfavorable. On average, there are 927 females per thousand males in the country. 36% of the total population is children up to 14 yrs of age, 58% are in the age range of 15-59 years and 60 years and above are only 6.3%. Indian society is divided into large number of religious communities e.g. Hindus (82.4%), Muslim (11.6%), Christian (2.3%), Sikhs (1.9%) and Buddhist and others (1.6%). The average literacy rate in India is 52.19%. It is the highest in Kerala (87.79%) and lowest in Bihar (38.48%). The rate of literacy varies between males (64.20%) and females (39.19%) . The literacy rate in urban areas is 73.81% whereas in rural areas is as low as 44.54% (3).
HEALTH CARE SYSTEM IN INDIA
In India, it is represented by 5 major sectors or agencies, which differ from each other by the health technology applied, and by the source of funds for operation. These are firstly the public health sectors which are including primary health care, hospital/ health centres, health insurance schemes and other agencies. Primary health care includes primary health centres and subcentres. Hospitals/ healthcentres include community health centres, rural hospitals, district hospitals, specialist hospitals, and teaching hospitals. Secondly health care system is divided into private sector, indigenous system of medicines, voluntary health agencies and national health programmes (4).
ORAL HEALTH CARE SYSTEM AND WORKFORCE
The principal unit of administration in a state in India is a district with an average population of about 3.5-4 million. The district consists of blocks known as community development blocks. Each block comprises of approx 80,000 to 1,20,000 population in about 100 villages. The health service in a rural areas are being administered through community health centres (CHCS)/ primary health centres (PHCS) which are proposed to be setup one in each block. One community health care centre covers 80,000-1,20,000 population and one primary health care centre is for every 30,000 population, subcentres for 5,000 population and one village health guide, local dia and anganwari worker for 1,000 population at village level. At present oral health services exist at district, subdivision and tehsil level hospital and in about 20% of community health centre in our country. There is practically no paradental infrastructure at the said level. There are no rural health services available in rural community of India where dentist population ratio is too high (5) . National oral health care policy was accepted in principal to be included in national health policy in 1995 by ministry of health and family welfare, Government of India (6) . The dental manpower situation in country in 1990 was approximately 35,000 dentists available for a population of 900 million and only about 10-12% of these dentists were serving in the rural areas which constitute about 75% of the total population. Thus in the rural areas the dentist population ratio was 1:2,00,000.(5) As per the information available from official website of the Dental Council of India, at present 291 dental colleges are running in India having 23,690 undergraduate students and 1,138 postgraduate students.
DESCRIPTIVE EPIDEMIOLOGIC SURVEYS OF PERIODONTAL DISEASE IN INDIAN COMMUNITY
Several regional/local cross sectional surveys have been conducted in India estimating prevalence of periodontal diseases as well as risk factors responsible for the same. Community periodontal index of treatment needs was used for assessment in more than 50% of the surveys. Brief description of some of the surveys is presented here in Table 1 .
DISCUSSION
The overall prevalence of periodontal diseases was shown to be high in several studies (7, 15, 17, 18, 23, 32, 33, 40, 42, 44) . It can be explained because of several factors like India is having a huge population (approx 1000 million), out of which 72% lives in rural areas. There is no oral health care system in rural areas with the dentist: population ratio of about 1:2, 00,000. There is no paradental infrastructure at village level and the primary health care centre level. At community health care centre level only 25% community health centres are having posting of dental surgeons but have inadequate instruments, equipments and dental materials. Good oral health care infrastructure and easy access to the services available at village/primary health centre level has been shown to effect prevalence of periodontal diseases (5).
The extent and severity of periodontal diseases was shown to be different in different age groups and the general trend observed in majority of the studies was increasing severity with increasing age (7, 15, 17, 29, 35, 43) . Ageing is a natural process and changes are there in host immunity against disease process but if one can practice optimum oral hygiene, he or she can maintain teeth throughout life. Increasing severity may be because of the untreated cumulative effect of disease process over the period of time.
Periodontal health was shown to be better in females in large number of studies (39, 44) . Females are generally more health conscious. It may be an important factor responsible for this observation. Diet has been shown to have significant effect on periodontal diseases (28) . Diet effects plaque accumulation and microbes in plaque is a well established risk factor responsible for initiation as well as progression of periodontal diseases.
The better periodontal health in urban than rural areas may be because of the more number of dentists serving in urban areas (45) . Majority of the hospitals and teaching institutions (dental colleges) are located in urban areas. Schools are having regular oral checkup of the students by undergraduate students of the dental colleges. Dental students also educate school children about proper oral hygiene maintenance methods, diet counseling etc. Dental schools organize oral health check up camps in rural areas and also inform/motivate people regarding prevention and treatment of existing dental diseases, but it is little difficult for them to get benefit of the facilities available in dental colleges located in nearby towns/city, because of some practical reasons like conveyance. Toothbrush and toothpaste used to maintain day to day oral hygiene and good oral hygiene status was found to be significantly correlated with better periodontal health (26, 39) . These are the mechanical aids which help in removing microbial plaque in day to day routine which in turn are responsible for good oral hygiene as well as less prevalence of periodontal diseases. Conflicting reports are there in reference to high fluoride and periodontal health status. In one report fluorosis was shown to be with good periodontal health status (29) and in another report it was reported with poor periodontal status (17) .
PREVALENCE OF PERIODONTAL DISEASES IN INDIA
Habits like smoking, pan with tobacco chewing was shown to be a significant risk factor for more prevalence of periodontal diseases (8, 16, 27, 39) . Tobacco has been shown to affect gingival and periodontal diseases by several means like increased colonization of shallow periodontal pockets by periodontal pathogens and increased levels of periodontal pathogens in deep periodontal pockets. Smoking may alter neutrophil chemotaxis, phagocytosis and oxidative burst. It can also increase secretion of tumor necrosis factor alpha, prostaglandin E 2, neutrophil collagenase and elastase in gingival crevicular fluid (50) .
In children the trend of periodontal disease status was shown to be same as it was for adult population. The severity was increased with increasing age (9, 34, 43) . Dental health education and oral hygiene maintenance instructions are shown to be strongly correlated with periodontal health (27, 35) .
Oral health status of mentally retarded population, handicapped subjects, HIV positive individuals, institutionalized psychiatric patients, pregnant women and diabetic patients were poor in comparison to control (10, 11, 12, 13, 21, 22, 36, 37, 41) . The reason for bad periodontal health in mentally retarded, handicapped and psychiatric patients may be because of their less efficiency in maintaining optimum oral hygiene. The poor periodontal conditions in diabetics may be because of polymorphonuclear leukocyte deficiency resulting in impaired chemotaxis, defective phagocytosis, or impaired adherence. Increased collagenase activity and decreased collagen synthesis is found in individuals with diabetes in chronic hyperglycemia (51) .
CONCLUSION
Periodontal diseases are one of the more prevalent oral diseases affecting more than 50% of Indian community. Untreated chronic periodontitis is responsible for tooth loss in majority of the cases. Constant presence of chronic inflammation and inflammatory mediators has also been proved to be a significant risk factor of several systemic diseases e.g. preterm low birth weight babies, coronary artery diseases, diabetes mellitus etc.
Foreseeing the bad effects of periodontal diseases on oral as well as general health, the prevention of these diseases should included in national health programme and national oral health survey should be conducted to get meaningful data for different oral diseases and plan around preventive/curative measures.
